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 LETTERS 

We believe that others who, like us, are in-
terested in how broadly the public health
community defines harm reduction in the
coming years and what place tobacco prod-
ucts will occupy within that framework will
appropriately read the IOM report as stating
the need to face squarely the challenge of
tobacco-based products.
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UPDATING DERRYBERRY’S
PRIORITIES AND THE ROLE OF
HEALTH EDUCATION

I suggest that the priority health issue articu-
lated by Derryberry1 in 1954 needs expan-
sion in consideration of contemporary world
affairs. Derryberry saw chronic diseases as
“[t]he health problems of greatest significance
today” and says that “[h]ealth education and
health educators [should] be expected to con-
tribute to the reduction of the negative im-
pact of such major health problems.”1(p368)

In this age of violence and weapons of
mass destruction, the health field with special
reference to health education and health pro-
motion (HEHP) should also give priority to
reducing the premature mortality, unneces-
sary morbidity, and suffering associated with
forms of inflicted or “horrendous death.”2–4

The umbrella term “horrendous death” com-
prises 2 types of death, both caused by peo-
ple and thus preventable. One type is charac-
terized by the motivation to kill others and
include deaths resulting from war, terrorism,
homicide, genocide, intentional starvation,
poverty, and environmental assaults. In the
second type, the motivation to kill others is
absent; examples are unintentional injuries,
environmental degradation, smoking (ar-
guably), and other drug use.

At least 4 forms of horrendous death make
its prevention of the greatest importance: war
and terrorism using weapons of mass destruc-
tion, with special reference to thermonuclear
devices; environmental assault and degrada-
tion; mass hunger and starvation; and geno-
cide. Appropriate tasks for HEHP would be
to educate students and others on the threat
and risk of horrendous death, predisposing
factors, and root causes. These root causes in-
clude economic deprivation and exploitation,
such as joblessness, poor education, lack of
human rights (with special reference to
women), population growth, sense of hope-
lessness, and, most important, poor communi-
cation between and understanding of differ-
ent cultures, particularly with regard to
language and religion—and the negative,
deadly effects of corporatism and aspects of
globalization. Advocacy, along with educa-
tion, should be part of HEHP’s responsibility.

The prevention of horrendous death is not
a goal that is foreign to the American Public
Health Association (APHA). APHA’s recent
leadership (e.g., Barry Levy, Victor Sidel,
Quentin Young), sections and caucuses (e.g.,
the International Health Section, the Peace
Caucus, and the Socialist Caucus), and APHA
policy statements reflect this view.5,6 To my
knowledge, the HEHP professional organiza-
tions have shown little leadership in recog-
nizing horrendous death as a health problem
of concern.
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The category of “former smokers”
as defined in the text did not prop-
erly match the data presented in the
tables. On page 270 under the sub-
head Definitions, “former smokers”
should have been defined as the pro-
portion of the total population who
were former smokers, not the propor-
tion of ever smokers who were for-
mer smokers.

In: Nelson DE, Naimi TS, Brewer
RD, Bolen J, Wells HE. Metropolitan-
area estimates of binge drinking in the
United States. Am J Public Health.
2004;94:663–671.

A table was printed with incorrect
data. In TABLE 1—Binge-Drinking
Prevalence and 95% Confidence
Intervals for US Metropolitan
Areas, by Region: 1997 and 1999,
pages 664–666, the correct figures
for Reno, Nevada, are:

Metropolitan Area

and Region n Binge Drinking, % (95% CI)

Reno, NV 1531 20 (17.2, 22.8)

Note. CI = confidence interval.

(Continued)


